The indications for tonsillectomy have widened so much since the advent of the focal infection theory that nowadays the tonsils are removed for almost any pathologic condition, and~t times apparently simply because they are present. The operation has become so popular that it is r.ecommended for all sorts of conditions. Everyone is doing tonsillectomy, and many times it is done, not only with no advantage to the patient, but even to his positive detriment. This is particularly true in children. Everyone doing dispensary work has repeatedly had patients brought in for tonsillectomy because "he has tonsils." Like oophorectomy, the craze for tonsillectomy has run wild, and now seems to have reached its height. It is to be hoped that from now on there will be less indiscriminate operating and more skillful work done.
Until the function of the tonsil is more definitely determined, we will not be able to decide as sharply as we would like just what tonsils should be removed and what should not. Better means of determining the presence and kind of infection is much needed.
There is no doubt of the fact that the tonsils are more active in childhood than in later life. If a tonsil is normal up to the age of puberty, it becomes so largely fibrous that in adult life it is of little or no importance functionally. The younger the child the more active the tonsil, and the more we should hesitate about advising tonsillectomy. The ease with which the tonsils enlarge during any infection of the throat in children shows them to be very active. The fact that many of these enlargements will subside with proper attention seems to be largely overlooked by the general practitioner, and at times even by the men devoting themselves to children's dis-eases. If a child with acutely enlarged tonsils is put on syrup ferri iodidi for two or three weeks, a wonderful reduction in size often follows, and many children with enlarged tonsils, but with no cheesy plugs or pus in the crypts, should be so treated before deciding that tonsillectomy is needed.
Anyone who has seen many throats that have been operated upon knows that deformities of the throat may follow even a tonsillectomy that seemed perfect at the time of operation. As for the tonsillectomies that were poorly done, the less said the better, were it not for the poor victims. We have all seen deformities of the velum, distorted arches, adherent pillars, absence'of uvulas, infected stumps, and the like. I once even saw a cleft palate made by a tonsil operation. Naturally, such gross deformities are made chiefly by the inexperienced and \occasional operator. These deformities not only are bad from a cosmetic point, but they may cause rhino1allia aperta, difficulty in swallowing, and so on.
. The effect of tonsillectomy on the voice is of importance in children, though they are probably less affected'than are adults, for nature has a wonderful adaptive power in early life, and children learn to modulate their voices, even though difficulties are present. The question is often asked, what effect removal of the 'tonsils will have on the patient's growth. There seems to be a popular idea that removal of the tonsils influences the sexual development of the child. I have never seen any such result. Some of the children on whom I have done tonsillectomy have become unusually well developed physically. None, so far as I know, have had their development retarded thereby.
We are often asked to remove tonsils in children because of habitual colds. Unless the tonsils are so large that they obstruct the nasopharynx, or unless there are other reasons for their removal, I discourage tonsillectomy in such cases. It has not been my experience that removal of tonsils influences head colds, unless they are large or plainly infected. Removal of adenoids in such cases is another problem.
In cases of tuberculosis of the cervical glands it is a mistake to remove the infected glands and leave the tonsils. In such cases the infection undoubtedly enters through the tonsil, and removal of the tonsil is even more important than removal of the glands. The tonsils in such cases will often, if not usually, be found to contain a mass of rotting, cheesy material. Tuberculosis of the cervical glands seems to be on the decrease since tonsillectomy has become popular.
In chronic tubal occlusion the tonsils are usually quite as much at fault as the adenoids. In such cases the tonsils are apt to be of the buried type, and on superficial examination may not seem to be at all enlarged. Pressure on the outer side of the tonsil by means of the examining hook will show that it extends well up into the velum. Many cases of chronic suppuration of the middle ear are favorably influenced by tonsillectomy. On the other hand, acute suppurative otitis media sometimes follows on tonsillectomy.
Streptococcus infections justify removal of the tonsils more often than other types of infection. If a child has a nephritis due to a streptococcus infection of the throat, the operation is indicated if the patient's general condition warrants the risk. The same is true of endocarditis; though in endocarditis it is well to wait for the subsidence of the acute symptoms.
If the tonsils can be definitely shown to be infected, their removal on account of rheumatism is indicated. At times removal is indicated in the absence of definite evidence of infection, provided that other sources of infection are excluded.
It is questionable whether tonsillectomy should be done to relieve chorea. If the tonsils are definitely diseased, remove them. If not, I would hesitate, for I have repeatedly seen tonsillectomy done in such cases without effect on the chorea.
I expect the next generation to see less otosclerosis than the present one, because so many tonsillectomies have been done in children. This disease closely resembles a disease known to be the result of a focal infection, and furthermore has its advent in childhood and adolescence. If it is a focal infection, as I believe, removal of the most common source of· infection in childhood should have a marked influence on its development, just as tonsillectomy has influenced the development of tubercular cervical adenitis.
The tonsils are but part of the lymphoid tissues iri the throat. There ar~many islets of lymphoid tissue scattered over the pharynx, and especially behind the posterior pillars. These islets seem to be particularly prone to compensatory enlargement if the tonsils are removed in early childhood. The condition that results is much like chronic granular pharyngitis from any other cause. This is one of the disadvantages that should ,be kept in mind in recommending tonsillectomy in children.
An occasional death from hemorrhage in a bleeder should remind us that we ought always to inquire into the existence of this condition in children, and if there is any doubt, to make a coagulation test of the blood before operation. This is so easily carried out that the few minutes spent in doing it are well repaid by the certainty the operator feels in a case where there is supposed to be a tendency towards bleeding.
Reports of postoperative pneumonia and lung abscess have become so frequent that this danger should be considered, as well as a means for its prevention. In most cases the cause will be found in too deep anesthesia and improper position of the patient, with resulting inhalation of infectious material from the throat. It cannot be insisted upon too much that general anesthesia for tonsillectomy should not be carried out as for ordinary operations of general surgery. The less anesthetic the patient gets, if he is insensitive to pain, the better. The anesthetic should not be pushed so far that the laryngeal reflex is abolished. If this is remembered the patient will not inhale infectious material, or if he does, he will immediately cough it out before it can reach the deeper parts of the respiratory tract to set up pneumonia or lung abscess.
Rapidly acting anesthetics like ethyl chlorid, ethyl bromid and nitrous oxid are not suitable for tonsillectomy because of their evanescence, and because to put the patient to sleep with them long enough to do tonsillectomy the laryngeal reflex must be abolished.
The anesthetist who insists on putting the patient soundly to sleep and the operator who wishes the patient so dead to the world that he can dissect out both tonsils without additional ether, are the ones who may expect lung abscesses. No one has the moral right to do tonsillectomy if he keeps his patient under a general anesthetic an hour' or longer.
Anesthesia in the erect position or on the back, because it facilitates inhalation of infectious material, is to be con-demned. The suction apparatus is cumbersome, adds one more instrument to fill up the small working space, and tends to make the operator careless about the amount of time he takes and the amount of anesthetic he uses.
Cheesy plugs are not so common in children as in adults. If they are present together with evidence of focal infection, one is justified in removing the tonsil.
Peritonsillar abscess always and tonsillar abscess when it can be diagnosed, justify tonsillectomy. The former is so apt to recur when once the peritonsillar tissues have become infected, and the condition is so distressing and at times dangerous, that I make it a rule to advise tonsillectomy.
Hypertrophy, the classic indication for tonsillectomy, may or may not require the operation. If the tonsils are so large that they obstruct the nasopharynx, remove them. If they are the projecting kind that on cursory examination seem large simply because they are all seen, and no part is hidden behind the anterior pillar or in the velum, then it matters little whether they are removed or not. These are the easiest removed, with the least resulting deformity, and ordinarily with no particular change in the child's condition. Such a tonsil is rarely the seat of a focal infection or the cause of tubal occlusion. It can be removed by any method with perfect satisfaction, and is the kind that leads the occasional operator to think he is capable of doing tonsillectomy.
Tonsillectomy is occasionally indicated in diphtheria carriers, though I have never done it for this cause.
There is no doubt that children who have had tonsillectomy done are less susceptible to the infections of scarlet fever, diphtheria and ordinary tonsillitis, though they are by no means immune to any of them, and no patient should have tonsillectomy done with the idea that he will never again have a sore throat.
The following are good rules to follow in doing tonsillectomy in children:
1. Operate only for definite disease. 2. Be sure the condition of the tonsil is the cause of the disease.
3. Always do a urinalysis before operating. 4. Always inquire for a possible history of bleeding. 5. If not certain, test the coagulability of the blood.
6. Don't push the anesthetic to the abolition of the laryngeal reflex.
7. Don't be slow in operating. S.·Don't destroy a functionating organ unless the gain more than offsets the loss.
9. The younger the patient the more carefully the need of tonsil1ectomy should be established.
